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This  case  is  remarkable  owiDg  to  the  immense  size  of  the 
gall  bladder,  being  amongst  the  largest  on  record. 

Mrs.  8.,  aged  31,  was  sent  to  me  by  Dr.  Callanan  of  Longridge 
on  October  14th,  1908,  suffering  from  general  abdominal 
distension  and  pain  in  the  right  side  of  the  abdomen. 

History. 

There  was  nothing  of  note  in  the  family  history,  as  all  were 
healthy;  the  mother  had  died  in  childbirth.  The  patient  her- 
self had  always  been  in  good  health,  though  pale.  She  had  two 
children,  now  living  and  healthy,  born  six  and  three  years  ago, 
with  one  miscarriage  in  between  them. 

The  history  of  the  present  affection  appeared  to  date  from 
August,  1907,  when  she  had  a fall,  for  soon  after  she  began  to 
vomit  each  day,  and  in  December  she  remained  in  bed  on  that 
account.  She  distinctly  said  there  was  then  no  swelling  of  the 
abdomen.  In  January  she  observed  a swelling  of  the  lower  part 
of  the  abdomen  towards  the  right  side.  On  February  13th  she 
had  greatly  increased  in  size,  and  was  somewhat  emaciated  and 
markedly  jaundiced.  She  was  tapped,  and  25  pints  of  fluid 
was  drawn  off,  and  the  fluid  must  have  been  similar  to  that 
removed  afterwards  at  the  operation.  Dr.  Callanan  was  able  to 
“ feel  the  liver  for  2 in.  or  3 in.  below  the  ribs,”  but  he  also 
wrote,  rather  prophetically,  “ this  may,  of  course,  be  the  sac  of 
a cyst.”  It  might  have  been  the  cyst  contracted,  but  it  was 
more  likely  to  be  the  liver,  as  the  cyst  would  tend  to  fall  away 
from  the  liver  in  all  probability,  for  there  would  not  be  any 
adhesions  at  the  first  tapping,  as  they  would  arise  from  oozing 
after  the  puncture.  Her  general  health  improved,  and  the 
jaundice  diminished.  She,  however,  began  to  refill,  and  on 
April  10th  25  pints  were  again  drawn  off.  Her  general  health 
still  further  improved,  and  her  menstruation,  which  had  ceased 
in  the  December,  recommenced  in  June,  and  was  regular  up  to 
the  operation. 

Condition  when  First  Seen. 

Upon  examination  there  was  no  cachexia  or  jaundice  and  her 
pulse  and  temperature  were  normal.  Excepting  the  evident 
enlargement  of  the  abdomen  there  did  not  appear  to  be  much 
the  matter  with  her.  The  circumference  at  the  umbilicus  was 
40  in.,  although  she  is  short  in  stature.  The  abdomen  did  not 
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appear  irregular  to  touch  or  appearance ; it  was  quite  uniformly 
dull  all  over,  as  I failed  to  find  a tympanitic  area  anywhere.  It 
did  not  feel  tight,  but  soft  and  fluctuating,  and  a thrill  was 
readily  propagated  in  any  part.  On  vaginal  examination  the 
uterus  was  found  to  be  normally  placed,  and  there  was  not  any 
bulging  in  the  fornices.  The  diagnosis  was  not  by  any  means 
clear,  but,  as  Kocher  says,  “ the  conspicuous  bulk  of  the  growth 
at  once  turns  the  thoughts  of  the  observer  to  the  commonest 
form  of  abdominal  tumour,  ovarian  cyst."  I thought  it  most 
likely  to  be  an  ovarian  cyst,  but  could  not  be  certain,  and,  as  a 
matter  of  fact,  in  my  notes  I placed  a question  mark  against 
the  diagnosis. 

The  same  day  she  was  admitted  into  Preston  Infirmary.  The 
urine  was  1028,  acid,  no  albumen,  no  sugar,  urates,  and  no 
marked  coloration  of  bile,  though  it  must  be  confessed  we  did 
not  think  of  testing  for  bile,  as  w-e  did  not  get  the  history  of 
jaundice  till  afterwards  from  Dr.  Callanan. 

Operation. 

On  October  19th  Dr.  R.  M.  Glover  gave  chloroform,  but 
quickly  changed  to  ether  by  the  open  method,  which  he  con- 
tinued throughout,  and  with  the  assistance  of  Dr.  A.  Toulmin 
I operated,  the  incision  being  in  the  middle  line  below  the 
umbilicus.  It  was  impossible  to  make  out  the  layers  of  peri- 
toneum and  sac  owing  to  the  very  firm  adhesion,  and  the 
uncertainty  was  so  great  that  we  decided  to  empty  the  sac  with 
a large  trocar,  and  20  pints  of  thick  gamboge-coloured  liquid 
escaped,  leaving  2 pints  at  least  in  the  bottom  of  the  cyst. 
Upon  opening  up  the  sac,  the  velvety  appearance  of  the  inner 
lining  was  remarkable,  reminding  us  of  miniature  valvulae 
conniventes  covering  the  whole  surface. 

Commencing  to  separate  the  cyst,  we  found  that  it  meant 
really  tearing  the  sac  from  its  attachments  to  the  entireanterior 
abdominal  wall,  the  bladder,  the  spleen,  the  stomach,  and  the 
liver.  Fortuately  it  was  not  anywhere  attached  to  the  intes- 
tines, or  the  firmness  of  the  adhesions  would  have  rendered 
removal  quite  impossible;  the  intestines  were  all  placed  quite 
behind  the  cyst,  wnich  formed  a complete  cover  to  them.  More 
fluid  continued  to  well  up  into  the  cyst,  and  was  seen  to  be 
coming  out  of  the  dilated  cystic  duct.  There  were  not  any 
calculi  to  be  found.  Another  sinus  ran  up  towards  the  right 
kidney,  but  it  proved  to  be  a cul-de-sac  formed  possibly  by  the 
pushing  of  the  cyst  upwards  into  that  region.  When  the  cyst 
was  separated  up  to  tne  under  surface  of  the  liver,  the  patient 
became  so  exceedingly  collapsed,  from  the  length  of  the  opera- 
tion (about  two  hours)  and  the  violence  required  in  the  separa- 
tion of  the  adhesions,  that  the  anaesthetist  asked  for  the 
operation  to  be  brought  to  a speedy  conclusion  ; hence  careful 
examination  of  the  common  duct  and  hepatic  duct  was  impos- 
sible, and  we  had  to  be  content  with  cutting  off  the  sac  and 
ligaturing  drainage  tubes  into  the  cystic  duct  and  the  afore- 
mentioned cul-de-sac,  and  rapidly  stitching  up  the  abdomen. 

The  collapse  was  great,  but  wTith  the  aid  of  hypodermic  and 
rectal  saline  injections  the  patient  gradually  improved,  and  in 
forty-eight  hours  the  pulse  was  80  and  of  good  tension.  The 
temperature  during  the  first  week  never  rose  above  100°,  and 
was  usually  normal.  The  fluid  freely  drained  away  by  the  tube 
in  the  cystic  duct,  the  amount  being  in  the  first  six  days 
respectively  8 oz.,  4 oz.,  10  oz.,  11  oz.,  16  oz.,  12  oz.,  and  of  a 
similar  character  to  that  removed  during  the  operation.  Upon 
dressing  the  wound  on  the  sixth  day  all  was  perfectly  healed, 
excepting  where  the  tubes  passed.  The  fluid  continued  to 
escape  until  November  2nd,  when  the  tubes  were  removed,  the 
quantities  having  been  14  oz.,  18  oz.,  20  oz.,  16  oz.,  15  oz.,  6 oz., 
12  oz.  The  temperature  immediately  rose  to  102°,  and  remained 
so  till  the  tube  was  replaced,  when  it  became  normal.  The 
tube  was  removed  altogether  on  December  20th,  when  the 
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amount  of  fluid  in  twenty-four  hours  was  from  2 oz.  to  4 oz.,  and 
it  had  changed  to  a yellowish  purulent  fluid.  There  was  never 
any  bile  in  her  urine” after  the  operation;  the  faeces  were  very 
pale  at  first,  but  gradually  deepened  in  colour.  She  left  the 
infirmary  on  January  3rd,  the  sinus  being  dressed  once  in 
twenty-four  hours,  and  discharging  about  1 oz.  The  skin 
throughout  the  whole  illness  was  never  irritated  by  the  bile. 
When  last  seen,  on  March  20th,  she  complained  of  occasional 
pain  in  the  region  of  the  liver,  and  her  mouth  temperature  was 
99.2°.  She  described  her  health  as  good,  and  said  she  was  quite 
able  to  do  her  housework.  The  faeces  have  been  for  some  time 
coffee  coloured.  She  is  pale,  but,  as  stated  before,  has  always 
been  so.  There  was  only  slight  moistening  of  the  small  pad 
covering  the  sinus. 

Specimens  of  the  fluid  and  of  the  cyst  wall  were  sent 
immediately  after  the  operation  to  my  friend,  F.  W. 
Eurich,  M.D.Edin.,  Honorary  Physician  and  Honorary 
Pathologist  to  Bradford  Infirmary,  and  he  kindly  reported 
as  follows  : 

The  cyst  wall  is  composed  of  dense  fibrous  tissue,  the  fibres 
arranged  parallel  to  each  other.  Its  outer  half  is  poor  in  cell 
elements.  Its  inner  half  is  cellular,  showing  hyperplasia  and 
multiplication  of  the  fixed  tissue  cells,  and  also  small  round- 
cell (leucocyte)  infiltration.  These  cell  masses  are  developed 
at  fairly  regular  intervals,  so  that  the  inner  surface  of  the  cyst 
wall  is  thrown  into  folds.  The  inner  surface  is  covered  by  a 
thin  layer  of  necrotic  tissue  in  which  no  structure  is  recog- 
nizable! No  epithelial  elements  are  visible.  A grain  of  bile 
pigment  adheres  in  places  to  the  inner  surface.  The  contents 
of  the  cyst  separate,  on  standing,  into  three  layers.  The 
upper  consists  of  bile-stained  fat,  the  middle  of  a dense 
albuminous  liquid,  bile-stained  ; the  lowest  of  a granular 
deposit  of  bile  pigment.  Chemically  the  fluid  is  rich  in 
albumen,  fat,  bile  pigment,  and  bile  acids.  There  is  no 
cholesterin.  Faintly  alkaline.  Microscopically  fat  globules 
and  bile  pigment,  a few  isolated  leucocytes,  and  one  or  two 
large  (? epithelial)  cells  distended  with  fat  globules.  Specific 
gravity  1017.  Diagnosis,  distended  gall  bladder,  chronic 
inflammatory  induration. 

In  1905  Alban  Doran  delivered  an  interesting  clinical 
lecture  at  the  Samaritan  Free  Hospital  for  Women  upon 
Dilatation  of  the  Gall  Bladder  Simulating  Ovarian  Cyst.1 
I feel  much  indebted  to  that  lecture,  and  have  taken  from 
it  the  following  details,  of  which  I would  not  otherwise 
have  been  aware. 

He  describes  his  case  of  a gall  bladder  holding  2 pints 
of  turbid  fluid,  together  with  a number  of  calculi  He  then 
discusses  the  whole  subject,  dividing  these  conditions  into 
three  classes : 

(а)  Cystic  tumours  of  great  size  extending  to  the  left  of 
the  middle  line  (Terrier,  Lawson  Tait,  Gersuny). 

(б)  Cystic  tumours  filling  the  greater  part  of  the  right 
Bide  of  the  abdomen,  liable  to  be  taken  for  ovarian  cysts, 
fixed  to  that  side  by  parietal  adhesions  (Ivocher,  Tuffell — 
his  own  case). 

(c)  Relatively  small  dropsical  gall  bladders  associated 
with  a second  tumour  of  more  doubtful  character 
(Raymond,  Tischendorff,  Chance). 

For  the  purposes  of  my  present  paper  it  is  only  neces- 
sary to  refer  to  those  under  class  (a),  into  which  my  case 
naturally  falls : 
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1.  Terrier’s  case  readily  heads  the  list  by  virtue  of  its 
truly  enormous  size.  Woman,  aged  50  years,  from  whose 
gall  bladder  24  litres,  or  practically  42  pints,  of  gamboge- 
coloured  fluid  was  taken. 

2.  The  case  described  in  this  paper  falls  into  the  next 
place  from  its  very  large  size.  Woman,  aged  31  years, 
from  whose  gall  bladder  twice  there  were  25  pints  drawn 
off,  and  from  whom  at  the  operation  22  pints  of  thick 
gamboge- coloured  liquid  were  taken. 

3.  Lawson  Tait's  case.  Woman  aged  40  years.  Eleven 
pints  of  glairy  liquid  taken  out. 

4.  Gersuny’s  case.  Woman  aged  50  years.  Quantity 
not  given,  but  an  “ enormous  quantity  of  bile.” 

Erdmann  related  a remarkable  case  of  a man,  aged  24 
years,  from  whom  60  lb.  to  80  lb.  of  bile  stained  fluid  was 
removed  by  tapping.  As  no  exploratory  operation  was 
performed,  owin^  to  his  leaving  the  hospital,  the  relations 
of  the  cyst  remain  unknown.  Alban  Doran  suggests  that 
“ it  was  most  probably  a cystic  gall  bladder,  but  that  it 
might  have  developed  inside  the  liver  as  a bile  cyst,  the 
gall  bladder  and  ducts  remaining  normal.”  For  the 
references  to  these  cases  quoted  from  the  lecture  by  Alban 
Doran  I would  refer  readers  to  the  full  report  of  it  in  the 
British  Medical  Journal  of  June  17th,  1905. 

The  mechanics  of  the  development  in  my  patient  of  such 
an  enormous  gall  bladder  with  so  thick  a wall  is  interest- 
ing. Apparently  in  some  way  the  fall  led  to  an  occlusion 
of  the  common  duct,  though  the  specific  cause  is  not 
evident.  The  absence  of  any  calculi  in  the  cyst  rather 
negatives  the  probability  of  one  or  more  causing  the  ob- 
struction. It  is  to  be  regretted  that  the  urgency  of  her 
bodily  condition  was  so  serious  that  careful  examination  of 
the  liver  and  ducts  was  impossible.  The  tension  of  the 
bile  in  the  hepatic  and  cystic  ducts  must  have  been  con- 
siderable to  so  greatly  stretch  the  gall  bladder  and  hyper- 
trophy its  walls.  During  this  time  her  health  suffered 
and  jaundice  was  present.  In  consequence  of  the  drawing 
off  of  twenty-five  pints  the  tension  was  reduced  and  the 
jaundice  vanished  although  no  bile  was  apparently  entering 
the  intestinal  tract.  After  the  first  and  second  tappings 
the  gall  bladder  from  its  overstretched  condition  and 
absence  of  contractile  power  served  only  as  a reservoir. 
After  the  removal  of  the  sac,  gradually  the  sinus  from  the 
cystic  duct  contracted  and  at  the  same  time  the  kinking, 
or  other  cause  of  the  occlusion  of  the  common  duct,  was 
removed  and  the  bile  passed  into  the  intestine  and  con- 
tinues to  do  so,  as  shown  by  the  colour  of  the  faeces. 

The  age  of  my  patient  was  less  than  usually  is  the  case 
where  the  gall  bladder  is  much  dilated.  The  rate  of 
dilatation  was  much  greater,  as  usually  the  process  is  a 
slow  one.  Twenty-five  pints  were  drawn  off  within  four 
or  five  weeks  of  any  swelling  being  observed,  and  not  more 
than  seven  months  after  the  fall  which  most  probably  set 
up  the  condition. 

Reference. 

■British  Medical  Journal,  June  17th,  1905,  p.1316. 


